According to National Institute of Cancer Research and Hospital most frequently observed cancers in Bangladeshi population are lungs, breast, cervix, lymph node, esophagus, larynx and stomach. The point of epidemiological background, the rate of incidence and mortality are likely unavailable due to lack of population based cancer registry system in Bangladesh. This cross-sectional study was conducted from 2003 to 2012 with an aim to describe trends and pattern of cancer cases attended a specialized hospital in Dhaka city. A total of 29,999 cancer cases was enrolled and among them the male and female ratio was 1.2:1. The study revealed that around half of the patients attended from Dhaka division, followed by Chittagong division (22.9%) and Sylhet division (8.8%). According to the organ involvement most frequently reported malignancies in males were lung cancer (24.2%), followed by eight percent larynx cancer and six percent lymph node cancer, whereas in females were breast cancer (27.5%), followed by cervix cancer (19.5%) and five percent lung cancer. It has been found that the system involvement was observed of cancers among male's respiratory system (33.5%) followed by the digestive organs (20.0%) and oral cavity (14.2%) whereas in females were reproductive organs (26.3%), followed by fourteen percent digestive organs and eight percent oral cancer. The overall cancer trend showed a gradual rise of cancer cases in both sexes. The rate was higher in females rather than male. Without the availability of population based registries, incidence and mortality figures; studies like the present one may provide useful leads for health planning and future exploration.
Introduction
Cancer was considered a disease of the affluent and the West, however, recent research has revealed it as a global epidemic. According to estimates from the International Agency for Research on Cancer (IARC), globally there were 14.1 million new cancer cases, 8.2 million cancer deaths and 32.6 million people living with cancer (within five years of diagnosis) in 2012. 1 By 2030, the global burden is expected to grow to 23.6 million new cancer cases and this represents an increase of 68% compared with 2012 (66% in low and medium Human Development Index countries and 56% in high and very high Human Development Index countries. 1 About 30% of cancer deaths are due to the five leading behavioral and dietary risks: high body mass index, low fruit and vegetable intake, lack of physical activity, tobacco use and alcohol use. 2 Tobacco use is the most important risk factor for cancer causing over 20% of global cancer deaths and about 70% of global lung cancer deaths. Cancer causing viral infections such as hepatitis B virus (HBV)/ hepatitis C virus (HCV) and human papilloma virus (HPV) are responsible for up to 20% of cancer deaths in low-income countries like Bangladesh. 2 Bangladesh, a republic of South Asia, is bordered on the west, north, and east by India, on the southeast by Burma (Myanmar), and on the south by the Bay of Bengal. Total population is around 150 million and male-female ratio is 100:100.3.
Like many other countries in the world cancer in Bangladesh is one of the major killer diseases. Lung, breast, cervix, lymph node, esophagus, larynx and stomach cancer are the most common cancers in this country as indicated by National Institute of Cancer Research and Hospital (NICRH). 4 At present, Bangladesh is growing with a good progress rate and it is hoped that it will become a developed country within a few decades resulting into its participation in the world development. Therefore, it is important to study the status of cancers in Bangladesh so that advance measures may be taken to control this havoc in near future. In view of these facts, attempts have been made to study the status of cancers in Bangladesh including its causes, preventive measures, effect on Bangladesh economy and comparison with global scenario.
Its personal, social and economic bearing is huge. To control cancer, proper data on cancer epidemiology is essential. Necessary epidemiological information like incidence and mortality data are unavailable as Bangladesh has no established population based cancer registry system. To determine the priorities for cancer control in different population groups epidemiological information on the pattern of cancer occurrence and trends can play an important role. This paper was an attempt to describe cancer trends and pattern among registered patients in a specialized hospital of Dhaka city.
Materials and Methods
The present hospital-based retrospective crosssectional study was conducted from the beginning of January, 2003 to the end of December, 2012 in Delta Medical College and Hospital (DLMCH) in Dhaka city. Cancer cases diagnosed by different methods like cytological and histological confirmation or treated during study period and was identified from the inpatient registers maintained by the medical records from the department of DLMCH. The primary site and morphology data were coded using the International Classification of Diseases (tenth Edition, ICD-10, World Health Organization); five precancerous lesions, foreign nationalities were excluded from the study. Medical records of identifying cases were reviewed and information on the date of diagnosis, primary site, histological findings, method of diagnosis and demographic data were retrieved. Duplicate cases were eliminated by crosschecking name, address, age and sex and hospital registration number of each patient. Data were entered and analyzed by using SPSS 16.0 version.
Result
The reviewed of the 10 years' documents in this study period, 29,999 cancer patients were eligible and included as a study participant where males were 16,362 (54.5%) and females were 13,637 (45.5%) and their ratio was 1.2:1. In males, mean age was 59.8 years and SD±16.1 and half of the cases were between 51 and 70 years. Among the male respondent's maximum frequency (27.1%) observed in 51 to 60 years' age group. In females, mean age was 49.3 years and SD±14.2 and more than half of the cases were between 41 and 60 years. The highest frequency (29.1%) observed in 41 to 50 years in female age group. In the middle age categories between 20 years and 50 years, the proportion of female cases were more than males and reverse frequency observed in older age categories ( Fig. 1 ). Around half of the patients were attended from Dhaka division followed by more than one fifth proportion (22.9%) from Chittagong division and around nine percent from Sylhet division.
Fig. 1 Age and sex distributions of the patients
Among males, one third proportion of all cancer cases were confined to the respiratory system (C30-C34, C37-C38) followed by one fifth proportion digestive system (C15-C25) and fourteen percent oral cancer (C00-C14). In organ involvement around one fourth proportion (24.2%) of all male cases were diagnosed as lung cancer (C33-C34) followed by eight percent larynx cancer (C32) and around six percent lymph node cancer (C81-C85). In females, more than one fourth proportion (27.5%) of all cases was diagnosed as breast cancer (C50), another one fourth proportion (26.3%) reproductive organs (C51-C58) followed by around fourteen percent digestive organs (C15-C25) and eight percent oral cancers (C00-C14). In the leading organ involvement after breast cancer, one fifth proportion (19.5%) cases were cervix cancer (C53), followed by five percent lung cancer (C33-C34). Highest number of cases reported as lung cancer in each year, which was higher (around 27% Other cancer sites (oral, lung, ovary and esophagus) were reported in similar patterns in all ten years (Fig. 3) .
Discussion
In the present study, the proportion of male patients was more than females and the mean age of male patients were 10 years higher. The study revealed that maximum frequency observed in males (27.1%) in 51 to 60 years' age group and in females (29.1%) in 41 to 50 years' age group. It was observed that males developed tobacco related cancers and females developed breast and cervical cancer in higher proportion in those age groups.
In this study around one fourth proportion of all male cases were diagnosed as lung cancer (C33-C34) and it was five percent in females. It ranked as a leading cancer site in males and third position in females. Worldwide, lung cancer also remained as the most frequent cancer site which comprises more than 1.8 million new cases and almost 1.6 million deaths, as estimated in 2012. 6 In India, it accounts for 3.9% of global new cases and 4% of estimated global death. 6 The observed variations in lung cancer rates and trends across countries or between males and females within each country largely reflect differences in the stage and degree of the tobacco epidemic. 7, 8 In a survey of tobacco use in Bangladesh, overall prevalence of smoking, chewing tobacco and gul (tobacco dust) usage were 20.5%, 20.6% and 1.8%, respectively. Current smoking and gul usage were significantly higher in males (42.2% and 2.2%, respectively) than females (2.3% and 1.5%, respectively). 9 These factors might be responsible for higher proportion of lung cancer in males. The second most common organ cancer among males was larynx "C32" (eight percent of all male cases). Globally laryngeal cancer is the fourteenth most common cancer among men, but it is relatively rare in women. 6 Highest number of cases reported (24.1%) in 2006 then gradually fall to its lower limit (15.7%) in 2009. This can be attributed to higher prevalence of smoking among males compared to females. 9 Breast cancer (C50) is the most frequently diagnosed cancer and the leading cause of cancer death in females' worldwide, accounting for 1.7 million new case and 0.5 million cancer deaths in 2012. 6 In our study breast cancer also diagnosed as most common cancer among females and it was estimated more than one fourth proportion of all female cases. In 2012, 8.6% of new global cases and 13.5% estimated death occurred in India. 6 Recent reports of registries of that country has shown that breast cancer incidence has overtaken cervix cancer incidence. 10 Reproductive factors that increase risk include a long menstrual history, null parity, recent use of postmenopausal hormone therapy or oral contraceptives, and late age at first birth increases the risk of breast cancer.11 These factors might be responsible for high frequency of breast cancer in this country.
In this study, cervix cancer (C53) was the second leading cancer site among females. Cervical cancer is the fourth most common cancer (528,000 new cases) and the fourth most common cause of cancer death (266,000 deaths) in women worldwide, as estimated in 2012. Almost 70% of the global burden occur in areas with low or medium levels of human development, and more than one fifth of all new cases of cervical cancer are diagnosed in developing countries.6 Risk factors like early age at marriage, early age at first coitus, early age at first childbirth, sex with uncircumcised men, multiparity, low socioeconomic status and poor genital hygiene are responsible for high incidence of cervix cancer in underdeveloped regions. Besides these risk factors, it has now been established that infection with the oncogenic subtypes of human papilloma viruses (HPV) is the necessary cause for cervical cancer.12 This high burden of cervical cancer might be due to lack of screening that allows detection of precancerous and early stage cervical cancer.
According to system involvement digestive organs (C15-C25) were the second most common cancer area in males and third leading cancer in females. Oesophageal and stomach cancer simultaneously took the fourth leading position in males whereas fifth and seventh leading site in females respectively. Oesophageal cancer is the eighth most common and stomach cancer is the fifth most common cancer worldwide in 2012. Almost three quarters of the new cases occurred in Asia, and more than six percent occurred in India.6 Third most common cancer site in males was lymphoma "C81-C85" (six percent of all male cases). There were almost 566,000 new cases of lymphoma worldwide in 2012, and about 305,000 deaths. 6 The exact causes for this increase are not entirely clear, but could be related to altered immune function associated with older age as well as HCV infection, which is preventable.
In relation to system involvement, oral cavity cancer (C00-C14) was the third most common cancer area in males (14.2% of all male cases) and fourth common cancer in females (8% of all female cases). For cancers of the oral cavity and pharynx, an estimated 529,000 new cases occurred worldwide in 2012, with 292,000 deaths. 6 The highest incidence rates are in Papua New Guinea, Bangladesh, Hungary, and Sri Lanka. Smokeless tobacco products and betel quid with or without tobacco are the major risk factors for oral cavity cancer in India, and other neighboring countries. 13 In the cancer trend a gradual rise of cancer cases observed from 2003 to 2012 in both sexes. Similar trend found in another study from India in which data were compiled from 2004 to 2010.
14 This gradual rise might be due to the high prevalence of tobacco use, the absence of early detection, screening and intervention to cancer control.
The findings of this study showed the 10-year cancer scenario of a specialized cancer hospital. These results cannot be extrapolated to the entire nation due to referral and other biases regarding hospital data. Hence population-based cancer registries should be established within the region to ensure proper documentation and research on malignant diseases.
In the absence of population based registries, and where the incidence and mortality figures are not available, studies like the present one may provide useful leads for health planning and future research.
